By E. STENGEL, M.D., M.R.C.P.
THERE must be many reasons, rational and irrational, why the problem of suicide is-so rarely discussed by psychiatrists at their meetings, although in their practice it haunts them continually. It is worth remembering that we owe much of what is known about suicide to the work of non-medical men, expecially to sociologists. Durkheim's monograph in 1897, only recently translated into English (1951) , has remained one of the most important books ever written on this subject. That author conceived suicide to be the outcome of social forces against which the individual was powerless. He did not hesitate to enter the fields of psychopathology and social therapy, and many of his observations, especially those relating to the effects of social disintegration on the suicide rate, have stood the test of time; some of the remedies he advocated, if phrased in modem language, would do credit to social psychiatrists. Durkheim's successors, though not equally emphatic about the exclusive importance of social forces, did not add materially to his work. The ecological approach to suicide has yielded results of interest to social medicine; an example is the recently completed work by Peter Sainsbury on suicide in London. Anthropologists have also contributed many interesting observations. Clinical psychiatrists have been concerned mainly with the relationship between suicide and mental illness, and with the prevention and prediction of suicide. The study of the psychopathology of suicide received a strong impetus from psychoanalysis. Freud's theory of the death instinct was accepted by the majority of psychoanalysts, and aggressive tendencies directed against the self-have been studied in great detail (Menninger, 1938) . The knowledge of suicidal equivalents or, as Henry Wilson (1942) called them, "suicidal compromises", was an important advance. Some students of the problem of suicide, Schilder (1942) , Zilboorg (1936), and Masserman (1947) , did not accept the theory of the death instinct. They were inclined to regard suicidal acts as perverted manifestations of the instinct of self-preservation. However this may be, our knowledge of psychopathology has been greatly s enriched by the study of the mental mechanisms which enter into suicidal acts. But so far it has not enabled us to predict with any certainty what form self-destructive tendencies will take in individuals. One cannot escape the impression that research into the problem of suicide has been almost stagnant for some time. This, I believe, has been due to the preoccupation of the majority of research workers, psychiatrists and sociologists alike, with a retrospective analysis of people who had committed suicide. These post-mortems are only of limited value for clinical psychiatry. But we can learn a great deal through an intensive study of those who have survived suicidal attempts. It is astonishing how much we do not know about them although we meet them daily in our work. They are, probably, as a group, , not the same population as those who actually commit suicide, but it would be very surprising if a study of that group did not also add to our knowledge of the other. Much has, of course, been written about attempted suicide, but most writers were concerned with exactly the same problems that had been studied in those who had committed suicide. This is not surprising, for most people, including psychiatrists, look on a person who has attempted suicide as somebody who has bungled his suicide. This is why the living are called unsuccessful and the dead successful.
SEPT. Fig. 1 shows the yearly totals for each group per 100,000 of population (aged 15 and over) for the years 1936 to 1950. The attempted suicide rate follows the trend of the suicide rate fairly closely. Until 1948, the former was lower than the latter. As found elsewhere, more men than women committed suicide, while attempts were more frequent among women. The police figures showed a peak in the age group of 65 to 74 in men, and of 35 to 44 in women. There has been a change in the choice of methods in recent years, drugs being used much more frequently than before. Fig. 2 shows this very clearly. The picture seems at first sight very alarming. The use of drugs for suicidal acts had been on the increase since the end of the war, but 1948 brought a dramatic rise which was further accentuated in 1950. This is obviously related to the increased availability of sedatives since the institution of the National Health Service in 1948. Closer inspection of the figures reveals that the increased use of drugs, most of which were sedatives, for suicidal acts has had a remarkable effect on the relationship between the suicide rates and the rates for attempted suicide. While the latter, and the total for both groups, went up steeply, the incidence of suicide through drugs rose only very slightly (Fig. 2) . The enormous increase of suicidal attempts with drugs resulted in registered attempts outnumbering suicides for the first time (Fig. 1) . This graph also demonstrates that during the same period the total suicide rate dropped to the same low level as during the war. The cause for this apparent paradox is not far to seek; according to the Statistical Branch of the Metropolitan Police, "drugs proved the least effective method, and the steady post-war reduction of the percentage of successful suicides was due to the increasing commonness of their use", which has been associated with a decline in the use of other methods. Thus the National Health Service has, by unwittingly offering sleep for death, reduced the suicide rate.
Suicide rates do not, of course, tell the whole truth. However, there is reason to believe that the degree of inaccuracy of the official suicide rates is fairly constant and that they include the majority of suicides. As to the attempted suicide rate, there can be no doubt that only a small fraction of attempts come to the knowledge of the authorities. It is quite clear from everyday experience that suicidal attempts greatly outnumber suicides. Yet the official rates for attempted suicide are, as a rule, below, or only slightly above, the suicide rates. How representative the fraction that makes up the official rate is, we do not know. The fact that it shows a constancy similar to the suicide rate suggests that it may after all be an indicator of the fluctuations in the incidence of attempted suicide, but its usefulness is obviously much more doubtful than that of the suicide rates. There are no data about the real incidence of attempted suicide. The Statistical Department of the Metropolitan Insurance Company of New York, where suicide rates have been studied carefully over many years, has estimated that the number of attempted suicides is about six to seven times as high as that of suicides. This seems nearer the truth, though it is probably still rather conservative. It would mean that, in 1946, when the official suicide rate for Greater London was 722, the number of attempted suicides would have been about 5,000, which seems a gross underestimate for an urban population of 8 millions.
The number of attempted suicides registered in 1946 was actually 696. We set ourselves to investigate some of the problems concerning attempted suicide. We regarded as a suicidal attempt every act of self-damage inflicted with the intention of self-destruction. We decided to begin with a follow-up investigation of a series of patients admitted because of attempted suicide to St. Francis Hospital Observation Ward between February 1, 1946, and January 31, 1947. We should have liked to match this group with a comparable series of admissions to a general hospital in 1946, but this proved impracticable. The named observation ward serves South-East London, and has a yearly admission rate of about 1,300. 138 patients fell into our group. Our aim has been to trace and re-examine them, and to interview their relatives. We have tried to ascertain their state of health and the immediate and long-term effects of the suicidal attempt on their relationship to their environment. We have also tried to find out about their knowledge of the legal implications of a suicidal Proceedings of the Royal Society of Medicine attempt, about their religious attitudes, and some other problems. Only a small proportion of patients were in a mental hospital at the time of the follow-up. The rest had to be traced and their co-operation and that of their relatives had to be won. They proved a very elusive group and we came to understand why such a follow-up had never been carried out before in this country. I wish to pay tribute to my co-workers who overcame difficulties which often appeared insurmountable. Table I shows the sex distribution and the modes of admission of the 138 patients. Two-thirds were transfers from general hospitals. There were more men than women, which was at variance with the rule that more women than men attempt suicide. It is of interest that also in Hopkins' series (1937) Table IV shows the duration of stay in hospital. After three months two-thirds had either left hospital or died. The comparatively high mortality rate of the group as a whole (see also Table V) was due to the fact that more than one-fifth were above 60. However, their mortality rate did not differ significantly from that of non-suicidal patients. We were fortunate in having a control group in Dr. Post's study (1951) into the mortality rate of aged patients admitted to the same Observation Ward. Our series, when divided into age groups, showed two peaks among the male patients (age groups 35-44, and 65-74), and one peak among the females (age group 25-34). Table V shows the state of the whole group at the time of the follow-up. So far we have been able to establish death by suicide in only one patient. 151 could not be traced, but we hope to reduce this number still further. We assume that they are alive as their names could not be found on the register of deaths. We are aware of the fallacies of this assumption: they may have left the country or may have been registered under different names.
It is not proposed to discuss motives. Physical illness appeared to have been -responsible for the suicidal attempt in 9 % of our patients. The results of our investigations into the patients' attitudes to the legal implications of the suicidal attempt and to its religious aspects will be reported elsewhere. Social isolation was clearly an important factor. 22-6% of oup patients were living alone when they attempted suicide, as compared with 5 to 6% among the general population. An analysis of the methods employed showed that 1 in 4 of our patients used drugs. Wounding and coal gas figured next on the list. The non-psychotic patients used drugs three and a half times more frequently than the psychotic patients. Women employed less dangerous methods than men. Attempts were most frequent in May. All this is in keeping with the observations of other investigators.
A question which is often discussed is that of the degree of suicidal intent or, as it is usually put, of the seriousness of the attempt. This is difficult to assess so long afterwards, and is much better studied in recent cases. But even so, the patients often fail to throw light on this question, because the way in which it is usually phrased implies that a genuine suicidal attempt ought to aim only at death-a thesis which we propose to challenge. If we care to measure the seriousness of an attempt by the degree of unconsciousness, or the extent of the injury inflicted, we find that this factor cuts across diagnostic boundaries. In some of the schizophrenic and depressive patients the threat to life was so small that, had they belonged to the neurotic and psychopathic groups, they could have served as typical examples for insincere or even faked attempts. And those were not the patients whose mental state would have made more serious self-injury impossible. 22 of our patients had a history of previous suicidal attempts. 18 made subsequent attempts, which in one case proved fatal. This was a man of 69 with hypertension and increasing deafness who had lived alone since his wife's death a year before. He had refused his sister's offer to look after him. Following an apparently trivial quarrel with her, he tried to kill himself with aspirin and gas, and left a note complaining that nobody wanted him. He was taken unconscious to a general hospital, and transferred to the Observation Ward. Here he appeared free from depression, and refused to go to a mental hospital. He was discharged under the care of friends with whom he was supposed to stay, but within three weeks he moved back to his own house. He gassed himself ten months after the first attempt. It emerged that some weeks before his death he had suffered a shock: his sister had divulged to him that his wife had often thought of leaving him. This patient did not take advantage of his chance, brought about by his suicidal attempt, of a fundamental change in his social situation. Perhaps the outcome would have been different had it been possible to keep him in hospital longer.
It would not be justifiable to generalize from the result of our follow-up. Our group is not representative of the suicidal attempts made in the general population. It is doubtful whether it will be possible to study a truly representative sample. The only way of reducing that disadvantage is to study several other groups. This we are trying to do. We hope, in the course of time, to give a more complete picture of the fate of people who have attempted suicide. The only systematic follow-up of suicidal attempts that I could find is that by Dahlgren (1945) , carried out in the general and mental hospital at Malmo. His group consisted of 230 patients of whom the majority were women. He confined himself to establishing how many were still alive two to seven years later, and how many had recovered from their mental illness. He was interested mainly in statistical problems. His group differed considerably from ours. The proportion of psychoses was much smaller. Half his patients were alcoholics. (We have been able to ascertain only 6 alcoholics among our patients.) The loss through death by ' This figure has been reduced to 11 since this paper was read.
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Proceedings of the Royal Society of Medicine 22 natural causes was very small. He found that 10 men and 4 women had committed suicide, all within four years. This should serve as a warning against the undue optimism that our results may encourage. Dahlgren's group cannot, however, be regarded as representative of suicidal attempts in an urban population. It is true that it included general hospital cases, and that the sex distribution was more typical of the attempted suicide group as a whole than it was in our series. But his material also has some flaws. The older age groups were under-represented. Further, it seems that the majority of Dahlgren's patients were either discharged immediately or kept in hospital for a short time only.
Observations we have made on another group of patients whose follow-up is in progress, together with the results of our series and of Dahlgren's study, suggest that a small proportion of those who have attempted suicide will finally kill themselves, their number largely depending on the reaction of their human environment to the suicidal attempt. This assumption is in keeping with the experience that in the histories of patients who died through suicide we sometimes find references to previous suicidal attempts; but they are only a minority of those who take their life. The majority of those who kill themselves do so at the first attempt. One may say that the two groups, the suicides and the attempted suicides, overlap slightly. I mentioned before that attempted suicides are usually regarded either as bungled suicides or as fakes. But are not some, or many, so-called successful suicides bungled attempted suicides?
It seemed worth while to look afresh at attempted suicide, this time as a behaviour pattern, without any preconceived ideas about its aim and biological significance. This we have done with a great variety of patients over the last eighteen months. It becomes obvious that self-destruction cannot be the main and only purpose of the suicidal attempt. The self-injury in most attempted suicides, however genuine, is insufficient to bring about death, and the attempts are made in a setting which makes the intervention of others possible, probable, or even inevitable. There is a social element in the pattern of most suicidal attempts. Once we look out for that element we find it without difficulty in most cases. There is a tendency to give a warning of the impending attempt, and to give others a chance to intervene. We remember how few suicidal attempts are carried out in circumstances that would make death certain. If we think in terms of a social field we may say that those who attempt suicide show a tendency to remain within this field. In most attempted suicides we can discover an appeal to other human beings. Psychopathological studies have shown that this particular appeal is also a powerful threat. If it is overlooked or remains unheard, or if it is smothered by the force of the self-destructive impulses, the suicidal attempt will "succeed". The outcome, therefore, depends on whether there is a receiver for the appeal. Sometimes he has to be shouted for. We regard the appeal character of the suicidal attempt, which is usually unconscious, as one of its essential features, but it certainly is not the only one that determines its purpose. Jf one had to design a pictorial symbol for attempted suicide one would present this act as Janus-faced, with one aspect directed towards destruction and death, and the other towards human contact and life. There is another fundamental feature in attempted suicide which may be called its ordeal character, the term ordeal being used here in its original sense, i.e. of an ancient trial in which a person was subjected, or subjected himself, before the community, to a dangerous test the outcome of which was taken as divine judgment. The so-called failure of a suicidal attempt is usually accepted without demur, at least for a time, and in a considerable number of patients the depression disappears immediately after the attempt. From the biological aspect we may regard the suicidal attempt as a catastrophic reaction to an intolerable social and emotional situation. Within this wide definition fall suicidal attempts to spite others, attempts which aim at reunion with someone who has died, and those outbursts of aggression against the self and the environment in the course of which the boundaries between them have temporarily become blurred.
Most of what I have said can be described in terms of psychodynamics, i.e. as the result of primitive urges and conflicts. Our studies confirm and complement many psychopathological observations and theories, especially those pertaining to the role of the aggressive tendencies in suicidal acts. However, on this occasion we prefer to describe the suicidal attempt in terms of behaviour in a social situation which can be observed without much difficulty once we have disabused our minds of the current but erroneous idea that the sole aim and biological purpose of the suicidal attempt is death. The story of that misconception, from which springs the common concept of the successful and the unsuccessful suicide, would make an interesting study in itself.
EFFECTS OF SUICIDAL ATTEMPTS ON HUMAN RELATIONS
The suicidal attempt usually results in some modification of the individual's attitude to himself, and of his social situation. The response of the human environment is of decisive importance. The most obvious example is that of the patient who, as the result of a suicidal attempt, is taken into hospital, their thoughts and senses. In some of them, the suicidal act has been the last attempt at controlling their fate. But what happened to those who left hospital? What effect did the suicidal attempt have on them and their human relationships? In a group of our patients it was difflicult to separate the effects of the illness which had culminated in the suicidal attempt, from the effects of the attempt itself which had served as an alarm signal. I am thinking mainly of patients with depressive illness; but in some the suicidal attempt left a mark which could not be accounted for by the illness alone. The reaction of the environment to a depressive illness with and without suicidal attempt tends to be different. To the patient the suicidal attempt stands for death, and survival, and a new beginning. To the relatives it stands for bereavement and mourning. It sometimes creates the peculiar situation in which somebody who has died and revived is with us alive while we are mourning him. All this engenders a tendency to renewal and revision of human relations on the part of all concerned. Those processes of readjustment in the social field are, of course, very obvious where an apparently clear-cut social situation had precipitated the attempt.
We found a number of typical developments. The following exemplifies one of them: A man of 33 was persuaded by his mother into marrying his girl friend who was pregnant by him. His attitude to the girl had been ambivalent and he had shown signs of anxiety for some time. This culminated in a state of panic amounting to confusion, and four days after the wedding he cut his wrists. He waited for death. When nothing happened he staggered to the police and was taken to hospital where G.P.I. was discovered. Six months later he was discharged recovered. He returned to his wife to whom he had gradually become reconciled while in hospital, and their relationship has remained satisfactory. Here the suicidal attempt had been an alarm signal. If there are suicidal attempts which deserve the epithet "successful", this was surely one of them.
There was a group in which suicidal attempts cemented crumbling relationships. Here it worked towards greater cohesion within the group. There were others in which it resulted in a rupture of precarious human relations. An example of this was a young man who, following a suicidal attempt, was finally rejected by his wife and her family and had to return to his mother. Here the suicidal attempt had resulted in a regression to a less mature state of human relations. This phenomenon of regression could be observed in a considerable number of patients. It usually was a return to a state of greater dependency. There were some other modifications in human relations which the suicidal attempt brought about. But they cannot be presented within a brief sketch and sometimes, of course, the suicidal attempt failed to change the life situation. In those cases the prevailing state of affairs was either accepted or the attempt was repeated. Sometimes suicidal attempts alternated with violence against others. These observations will be reported more fully in a joint publication.
There can be no doubt that suicidal attempts are very frequent. The cause for this lies partly in the attitude of our society. It is probably true to say that we can tolerate the threat of suicide of a member of our group less than any other threat, including that of murder. This gives the appeal character of the suicidal attempt such a tremendous force. It has probably not always been so. Perhaps we now feel much more that we are our brothers' keepers than people did at the time when life and death were more commonly regarded as the responsibility of a personal God than they are to-day. Moreover, a suicidal attempt may have less meaning for those to whom life and death are one continuum. It would be interesting to study attempted suicides in societies where life is not valued as highly as in ours. But there are, of course, periods in our society when this is so, i.e. the periods of war, when the rates for attempted suicide invariably decline. This is usually explained by the greater social cohesion that war brings about. But could not the decline in the value of life, and thus the loss in the force of appeal inherent in the suicidal attempt also be a factor? Whenever the appeal is likely to go unheard, attempted suicide becomes infrequent. This was so in the German concentration camps (Kral, 1951) . In a hostile society the suicidal attempt has lost one of its main functions.
The research that I have reported here is only a pilot study to a more systematic investigation into attempted suicide. Our work has so far posed more questions than it has answered. Our follow-up studies are necessary for a general orientation as to the relationship between the suicide group and that of attempted suicides. We have satisfied ourselves that, from an epidemiological point of view, these are two different populations, but that there is a strong tendency on the part of certain members of the attempted suicide population to stray into the area of the other. It seems that it is in our power to reduce the number of trespassers to a minimum. Btt what about the trespassers from the other side?
Among the attempted suicides there must be a number of thwarted suicides. How can one recognize them? Is it possible to differentiate clinically between the attempted suicide and the "bungled suicide"? Are perhaps the latter the ones who finally kill themselves? We hope that our investigations will throw some light on these problems. When we study them psychologically we find no boundaries between the two populations. Our observations on attempted suicides, and experience of suicides, suggest that the difference lies, not so much in variations in the force of the destructive impulses but in the degree to which conflicts have tended to become "internalized". This is a hypothesis that we hope to be able to test. Apart from helping us to formulate hypotheses, our investigations have given us interesting information, at least about our series of patients. I trust that our findings will not give rise to
